Objective: to describe reported health promotion actions directed towards chronic non-communicable disease (CNCD) patients, the support of physical education professionals (PEP) and the implementation of actions to promote body practices and physical activity (BPPA) by the Family Health Support Center (FHSC) teams, according to Brazilian municipality context variables. Methods: this was a cross-sectional study, forming part of the 2013/2014 National Primary Health Care Access and Quality Improvement Program (PMAQ), by means of interviews with FHSC professionals. Results: the action most reported by the teams was evaluation and rehabilitation of psychosocial conditions (90.8%); promotion of BPPA was the sixth most performed action, and was more prevalent in the Brazilian Southeast region (89.6%), in medium-sized municipalities (88.7%), with medium human development index (HDI) (86.7%); PEP provided support to 87% of the teams. Conclusion: FHSC were found to make an important contribution to BPPA.
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Introduction
The Family Health Support Center (FHSC) is a qualifying addition to Primary Health Care (PHC). In order to break with the traditional fragmented view of health care in Brazil, the FHSCs work in an integrated manner, providing matrix support to family health teams, building their capacity for therapeutic and pedagogical interventions among specific populations such as, for example, in street clinics, in care for riverside communities, or in the Health Fitness/Gym Program. In effect, FHSC work contributes to the population's access to the Family Health Strategy (FHS) multiprofessional team, 1 directing PHC actions towards the development of strategies for health promotion, prevention and rehabilitation among the population. 2 In 2011, the Brazilian Ministry of Health implemented the National Primary Health Care Access and Quality Improvement Program (PMAQ-PHC), with the aim of inducing the expansion of the population's access to health services, improving PHC quality and the development of PHC workers. 3 Municipal health service managers register their PHC and FHSC teams for assessment by PMAQ. After the external evaluation phase, comprised of interviews with health professionals, health managers and PHC service users, the teams are certified in accordance with their assessed performance and, depending on their assessment, they will or will not start to receive financial resources. 3 Brazil consists of 5,570 municipalities as of 2013. PHC is the point of entry to the Brazilian health care system. 4 In 2012, there was a total of 33,404 PHC teams spread over 95% of the country's municipalities. 3 PMAQ is a national evaluation of aspects related to PHC organization, structure and work process, enabling broad knowledge of this level of care within the Brazilian National Health System (SUS). One of the PMAQ evaluation indicators is the control of chronic non-communicable diseases (CNCD). This is why this topic is investigated when interviewing FHSC professionals and why their report is recorded with regard to the development of health promotion and rehabilitation strategies, which include actions to promote body practices and physical activity (BPPA).
In recent decades, characterized by epidemiological transition, CNCD have increased and accounted for 63% of deaths worldwide in 2008. 5 In Brazil, also in 2008, according to data from the National Household Sample Survey (PNAD), carried out by the Brazilian Institute of Geography and Statistics (IBGE), 31.3% of participants reported having at least one chronic disease. 6 In 2013, data from National Health Survey (PNS), conducted by the Brazilian Ministry of Health in partnership with IBGE, revealed CNCD prevalence of 45.1%. 7 It is estimated that physical inactivity is a determining factor of 6 to 10% of the main CNCDs, and there is evidence that it is responsible for 9% of premature deaths worldwide each year. 5, 8 In the face of this reality, increasing the population's physical activity (PA) level has become a SUS goal, and BPPA has become a priority issue under the National Health Promotion Policy (NHPP). 9 This study aimed to describe reported health promotion actions directed towards patients with chronic non-communicable diseases, the support provided by physical education professionals and the promotion of body practices and physical activity by the Family Health Support Center teams according to Brazilian municipality context variables. PMAQ is a national evaluation of aspects related to PHC organization, structure and work process, enabling broad knowledge of this level of care within the Brazilian National Health System.
Methods
This
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The data were collected from a health professional indicated by their team members working at each health center where teams had been registered to participate in the PMAQ external evaluation. These teams agreed to answer the questionnaire administered by electronic means using tablets. Their answers were automatically sent to the Ministry of Health central server. Analysis of database consistency was the responsibility of the leader institutions mentioned above, under the coordination of the Ministry of Health's Primary Health Care Department (DAB).
The PMAQ second cycle external evaluation instrument contained four modules:
Module I -Observation of health center structure Module II -Interviews with health professionals about PHC team work process and verification of documents at Primary Health Care Centers (PHU)
Module III -Interviews with service users at health centers Module IV -Interviews with FHSC professionals It should be emphasized that, for this study, we used information from Modules II and IV.
The main outcomes of this study were health promotion actions directed towards people with chronic diseases, as carried out or supported by FHSCs, according to the PHC team reports. The independent variables were: a) Federative Unit, considering the 26 Brazilian states and Federal District (by geopolitical region: North; Northeast; Midwest; Southeast; South); b) Municipality size (very small, up to 10,000 inhabitants; small, from 10,001 to 30,000 inhab.; medium, from 30,001 to 100,000 inhab.; large, from 100,001 to 300,000 inhab.; very large, over 300,000 inhab.); c) Human Development Index (HDI) (very low, up to 0.499; low, from 0.500 to 0.599; medium, from 0.600 to 0.699; high, from 0.700 to 0.799; very high, from 0.800 to 1 
Results
In 2013, 29,778 PHC teams, distributed over 93.6% of the Brazilian municipalities (n=5,213), joined the PMAQ. The study involved 17,157 PHC teams (57.6% of the total in the country), which received support from 1,773 FHSC teams in their actions (Figure 1) . Out of the FHSC teams, 76.7% were FHSC Modality 1, 22.4% were FHSC Modality 2 and 0.9% was FHSC Modality 3.
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The FHSC teams were distributed with greater frequency in the states of Minas Gerais (n=295; 16.6%), Bahia (n=170; 9.6%) and São Paulo (n=149; 8.4%). When we checked distribution by Brazilian regions, 46.3% (n=821) of them were in the Northeast region, followed by the Southeast (n=520; 29.3%) and South (n=186; 10.7%) regions (Table 1) .
More than half of the FHSC teams were in small (31.9%) and medium sized (26.1%) municipalities, and in municipalities with HDI rated as medium (37.2%) and high (30.8%). More FHSC teams were found in places with high municipal FHS coverage (76.6%) ( Table 1 ). Among the PHC teams, 87.0% (n=14,931) received support from an FHSC team physical education professional.
Of the total FHSC teams, 95.3% reported supporting and developing care strategies for people with chronic diseases together with PHC teams. In this context, we observed that 84.6% of FHSC teams (n=1,430) carried out actions to promote body practices and physical activity: the proportion of FHSC teams carrying out actions to promote BPPA was equal to or greater than 50% in all states participating in the study; we highlight Acre and the Federal District, where 100% of the FHSC teams reported carrying out actions to promote BPPA, besides Minas Gerais (95.4%) and Goiás (95.0%) ( Figure 2 ). Figure 2 shows the number of FHSC teams and the number of teams reporting body practices and physical activity actions.
Among the regions, the Southeast had the highest proportion of reports of teams that promote BPPA (89.6%) (p=0.001). Medium-sized municipalities (88.7%) (p=0.005) and those with average HDI (86.7%) (p=0.002) were those that presented the best results regarding BPPA promotion. There was no difference in reported BPPA promotion regarding Family Health Care coverage in the municipalities (Table 2) .
Among all care strategies, the most prevalent action was evaluation and rehabilitation of psychosocial conditions (90.8%), with no significant differences between states (p=0.53), regions (p=0.24), municipality size (p=0.55), HDI (p=0.60) or FHS coverage percentage (p=0.97). The second most frequently reported action was treatment and rehabilitation of conditions related to food and nutrition (89.5%), with significant difference between states (p=0.008), being more prevalent in Amapá, Federal District, Roraima, Sergipe, all four with 100% (Table 3) .
According to PMAQ reports, of all the evaluated actions, those to promote body practices and physical activity were the sixth most performed by FHSC teams, with no significant difference between the proportions when observing the context variables: states (p<0.001), Acre and the Federal District with 100%; region (p<0.001), being higher in the Southeast (89.6%); municipality size (p=0.005), higher in medium-sized municipalities (88.7%); and in municipalities with medium HDI (p=0.002) ( Table 3) .
The three least reported health promotion actions were: (i) evaluation and rehabilitation of cardiorespiratory function, with different prevalence rates between the states (highest in Amapá: 88.5%) (p=0.017) and according to FHS coverage (higher prevalence when FHS coverage high: 70.7%) (p=0.029); (ii) promotion of strategies for pharmacotherapeutic treatment access and (iii) monitoring of users in other health facilities, both having different prevalence rates between states (p<0.05), being higher in the South and Southeast regions, respectively, in very large municipalities, in those with very high HDI and medium FHS coverage percentage (Table 3) . 
Discussion
This study's findings are among the first published from the PMAQ Cycle 2 evaluation on the health promotion actions reported by FHSC teams, considering different context variables. It was evident that little more than half of the PHC teams had the support of FHSC teams, and that the number of FHSC teams is below that recommended by FHSC guidelines. In addition, FHSC teams were found mainly in the Northeast region, in small-sized municipalities, with medium or high HDI. The presence of FHSC teams was proportional to FHS coverage, i.e., there are more FHSC teams where FHS coverage is higher. The health promotion action most often performed by FHSC teams was evaluation and rehabilitation of psychosocial conditions.
We observed that in 2013, less than 60% of PHC teams had FHSC support, since 29,778 PHC teams participated in the PMAQ. Despite the majority of the FHSC teams being framed in FHSC Modality 1 (76.7%), the average number of PHC teams (n=9.7) per FHSC team exceeded that recommended by FHSC guidelines. 10 The guidelines indicate that FHSC Modality 1 can work with 5 to 9 PHC teams, FHSC Modality 2 with 3 to 4 teams and FHSC Modality 3 with 1 to 2 teams. 1,062) a) Municipality size: very small (≤10,000 inhabitants); small (10,001 to 30,000 inhab.); medium (30,001 to 100,000 inhab.); large (100,001 to 300,000 inhab.); very large (>300,000 inhab.). b) Human Development Index (HDI): very low (≤0.499); low (0.500 a 0.599); medium (0.600 a 0.699); high (0.700 a 0.799); very high (0.800 a 1.000). c) Family Health Strategy (FHS) coverage: low (≤33.30%); medium (33.31 to 66.60%); or high (66.61 to 100.00%). Note: Health promotion actions: A, evaluation and rehabilitation of psychosocial conditions; B, treatment and rehabilitation of conditions related to food and nutrition; C, evaluation and rehabilitation of motor function; D, qualification of referrals to other health care centers; E harm reduction guidelines; F, evaluation and rehabilitation of cardiorespiratory function; G, strategies for pharmacotherapeutic treatment access; H, monitoring of users in other health facilities.
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The study results suggest the need to increase the number of FHSC teams in Brazilian municipalities, in the face of the relevance for PHC of competent professionals working in different specialties required for caring for the population's health, and the possible impact of FHSC teams on chronic disease prevention and care. The Northeast region, according to DAB/Ministry of Health data, had the highest proportion of FHS population coverage in 2013 (71.5%), 11 as well as greater prevalence of FHSC teams (46.3%).The region's characteristics and needs, including its shortage of doctors committed to primary health care, may justify the results found in the Northeast. 12 Although the majority of Brazilian municipalities are considered small, 13 the country's highest population concentration lies in larger municipalities. We found higher prevalence of FHSC teams in small-sized municipalities, possibly because PHC teams need more support, given greater difficulties owing to challenges to health in small towns, compared to larger municipalities: for example, lack of health professionals, including physicians, to occupy the vacancies available in small municipalities. However, the majority of the population lives in large municipalities, which allows this study to conclude that the populations with greater health needs and living in these municipalities do not have the same access to the health promotion activities developed by the FHSCs.
We observed that the more the population is covered by the FHS, the greater the prevalence of FHSC teams. This result is possible to predict, given that FHS and FHSC teams are linked to each other and this relationship is expected to be directly proportional.
FHSC teams are mainly located in municipalities with high and medium HDI (68%). However, it is believed that PHC specialists are lacking more in municipalities where the population has less opportunity to access Supplementary Health sector services, such as municipalities with low HDI.
14 In addition, placing the majority of FHSC teams in municipalities with high and medium HDI may result in more health inequality.
The proportion of health promotion activities for people with CNCD supported or developed by FHSC teams was found to range from 62.8% (for monitoring of users in other health care facilities) to 90.8% (for psychosocial condition evaluation and rehabilitation actions).
Prevalence of common mental disorders (CMD) in Brazil can vary from 17 to 35%, 15 or up to 50%, depending on the location studied. 16, 17 PHC is considered to be a privileged health care level for the development of territorial mental health actions, due to its proximity to the community, and also to its matrix support principle, which is seen as a corner stone for the progress of Psychiatric Reform in the country. 18 When we recognize FHSC teams as multidisciplinary teams supporting PHC teams based on the matrix support principle, we can understand why evaluation and rehabilitation of psychosocial conditions was the most prevalent among health promotion actions supported by the Family Health Support Center. In addition, FHSC action guidelines provide for prioritization of mental health professionals and actions, in view of the sizeable epidemiological data regarding mental disorders cared for by Family Health services, 2 with a possible prevalence of 50% among Primary Health Care Center service users. 17 In spite of the relevance of mental health, actions to promote all areas of health should be carried out within PHC, in the face of the plural reality of the population's health conditions and its demand for different forms of care. Although there are some differences between the proportions of health promotion actions (with the exception of evaluation and rehabilitation of psychosocial conditions), especially in relation to the state and municipal HDI classification, it is our understanding that each FHSC team should promote its actions according to the needs of the territory under its responsibility with regard to providing support, after considering the local characteristics common or specific to each municipality.
There are regional specificities and particularities which are capable of influencing the differences found. A study based on data from the Family Health Expansion and Consolidation Project (PROESF), conducted in 2005, compared PHC users' demands for services in the Southern and Northeastern regions and demonstrated that the main procedures performed were basic nursing care (38.0%) and medical appointments (17.8%) in the Southern region (while in the Northeast, these proportions were 23.9% and 15.3%, respectively), whereas in the Northeastern region, the main procedure was home visits (35.0%). 19 Such diversity reinforces the idea of territoriality as a relevant multidimensional component to the point of being considered and assimilated in all its intricacies in the work of the FHSC teams.
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Also according to the guidelines for FHSC creation, BPPA constitute an essential action to be developed and supported by its teams. 2 In addition to being a determining factor for 6 to 10% of the main CNCD, physical inactivity influences the population's life expectancy. 8 It is estimated that if physical inactivity were eliminated, the life expectancy of the world population would increase by 0.68 years. 8 Studies that assessed costs related to sedentary habits showed that the lower the physical activity level of the population, the greater the use of and the costs involved with drugs 20,21 medical appointments and hospitalizations.22 According to information from the Brazilian literature, in 2013 approximately 15% of SUS hospitalization costs were attributable to physical inactivity. 23 Therefore, it is important to consider the physical education professional as a fundamental part of FHSC teams. Among the PHC teams, 87% (n=14,931) received the support of this professional working as an FHSC team member; and we found that 84.6% of FHSC teams carried out actions to promote body practices and physical activity with patients with chronic diseases.
Medina et al. 24 analyzed data from PMAQ cycle 1 and demonstrated that, among PHC teams in 2012, 42.7% promoted body practices and 61% encouraged physical activity. Despite this data being collected differently in PMAQ cycle 2, with body practices and physical activity being included in the same question, the fact that FHSC teams were more involved with actions to promote BPPA than PHC teams reveals the importance of multidisciplinary teams working in PHC with the participation of a physical education professional. The data presented in this study reinforce promotion of physical activity as a priority, as an FHSC contribution to the 2011-2022 Strategic Action Plan for Tackling Chronic Non-communicable Diseases, and suggest that all PHC teams should develop this kind of action. Besides benefits at the global level, a qualitative study underscored reports of individuals participating in a physical activity program promoted by a FHSC team, stating its physical, social, psychological and economic benefits. 25 The presence of a physical education professional strengthens FHSC teams in promoting physical activity, which is seen as a non-pharmacological form of treatment capable of preventing the need to use health care services, reducing expenditure on medication and providing welfare, with no cost to the participants. 25 In addition to describing Brazilian FHSC team characteristics, this study reveals the proportion of health promotion actions, body practices and physical activity promoted by FHSC teams in the light of contextual variables, and acknowledges the support provided by physical education professionals to PHC teams in developing these initiatives. This was done using data produced by the PMAQ cycle 2 external evaluation.
Among the health promotion actions supported or developed by FHSC teams for CNCD promotion and prevention, the lowest proportion was 62.8% for the monitoring of users in other health facilities, while evaluation and rehabilitation of psychosocial conditions was the most frequent proportion (90.8%). Actions to promote body practices and physical activity were carried out by 84.6% of FHSC teams, and 87% of PHC teams received the support of an FHSC physical education professional. The number of FHSC teams serving PHC teams was below that recommended by FHSC guidelines, pointing to the need to create more teams. In addition, we noted a considerable increase in the prevalence of body practices and physical activity actions with effect from FHSC coming into existence.
Among the possible limitations of this study, is the fact that the teams participating in the PMAQ evaluation were indicated by health service managers, possibly because they were the best teams in the municipality. In this sense, the results presented should be interpreted carefully, since the teams that were not evaluated could face problems different to those faced by teams consulted in the evaluation.
Questions remain about the effects of interventions on health outcomes at the population level, and about the percentage of the population participating in actions developed by the Family Health Support Centers.
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